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V 000 INITIAL COMMENTS V 000

 This was an Federal ESRD survey for the 

addition of stations survey.

Survey Date:  10-5-15

Facility #:  002590

Medicare Provider Number:  15-2568

Medicaid Vendor #:  200521770A

Daviess County Dialysis is approved for the 

addition of 4 incenter hemodialysis stations for a 

total of 14 stations including an isolation station.
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